Early Cervical Ectopic Pregnancy: A Case Report and Review of the Literature  by Chang, Han-Ching et al.
Journal of Medical Ultrasound (2014) 22, 117e119Available online at www.sciencedirect.com
ScienceDirect
journal homepage: www.jmu-onl ine.comCASE REPORTEarly Cervical Ectopic Pregnancy: A Case
Report and Review of the Literature
Han-Ching Chang, Tsung-Hong Chiu, T’sang-T’ang Hsieh,
Liang-Ming Lo*Department of Obstetrics and Gynecology, Chang Gung Memorial Hospital, Taipei, TaiwanReceived 21 March 2014; accepted 9 April 2014
Available online 13 June 2014KEY WORDS
color Doppler
ultrasound,
early cervical
pregnancy,
peri-trophoblastic
flowConflicts of interest: All authors de
* Correspondence to: Dr Liang-Ming
and Gynecology, Chang Gung Memoria
Road, Songshan District, Taipei, Taiwa
E-mail address: serenade1223@gm
http://dx.doi.org/10.1016/j.jmu.2014
0929-6441/ª 2014, Elsevier Taiwan LLFor women in the early stages of pregnancy, the intrauterine gestational sac cannot yet be
seen. Both adnexal regions, the posterior cul-de-sac and the cervical canal should therefore
be imaged to avoid missing the very rare cases of early cervical pregnancy. Color Doppler ul-
trasound can locate the exact site of implantation and confidently confirm the diagnosis of cer-
vical pregnancy. Early diagnosis is important for early intervention and reduces the associated
major complications.
ª 2014, Elsevier Taiwan LLC and the Chinese Taipei Society of Ultrasound in Medicine.
Open access under CC BY-NC-ND license.Introduction
Cervical pregnancy is an ectopic pregnancy in which the
gestational sac implants in the cervical canal. The inci-
dence of cervical pregnancy is rare at <1% of ectopic
pregnancies [1]. However, cervical pregnancy is serious due
to the high risk of life-threatening bleeding if it is not
treated correctly. Risk factors include previous endometrial
curettage, previous cesarean section, use of intrauterine
devices, and assisted reproductive technologies. The diag-
nostic procedures include symptomatology and ultrasoundclare no conflicts of interest.
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C and the Chinese Taipei Societyimaging. The most common symptom is painless vaginal
bleeding [2]. If the diagnosis is delayed, massive bleeding
or even hypovolemic shock may occur. We report here the
case of a patient with a cervical pregnancy which was
diagnosed early and who was treated with simple suction
curettage. No relevant complications occurred.
Case Report
A 39-year-old patient presented to our clinic to confirm her
pregnancy status on August 23, 2013. She did not have any
systemic discomfort except for some vaginal spotting a few
days prior to presentation. Her last menstrual period began
on July 15, 2013 and had a duration of 8 days. She had
received laparoscopic enucleation surgery 5 years previ-
ously for a right ovarian endometrioma. The postoperative
follow-up examinations were stable with no specific prob-
lem; the last examination was on June 3, 2011. There wasof Ultrasound in Medicine. Open access under CC BY-NC-ND license.
Fig. 1 Transvaginal sonography performed on August 23, 2013. (A) An anteverted normal-sized corpus was seen, in which no
gestational sac was present in the uterine cavity. (B) The elongated gestational sac implanted in the cervical canal was neglected
as a result of it mimicking the dilated echolucent cervical canal and the proper recognition of a cervical pregnancy was thus missed
at this early examination at 6 weeks of gestation. The left ovary was adherent to the posterior-fundal aspect of the uterus.
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endometrial curettage. On pelvic examination, the
external cervical os was closed without bleeding. Trans-
vaginal ultrasonography showed neither an intrauterine
gestational sac nor adnexal mass (Fig. 1). Only a small
uterine myoma was seen. The patient was asked to return
2 weeks later for an ultrasonography follow-up examina-
tion. In addition, we advised her to return for a check-up if
episodic intolerable lower abdominal pain or profuse
vaginal bleeding occurred.
The patient presented to the emergency room 3 days
later on August 26, 2013 with increased vaginal bleeding
without associated lower abdominal cramps. This time,
transvaginal ultrasonography revealed an oblong-shaped
gestational sac in the cervical canal and the peri-Fig. 2 Transvaginal sonography performed on August 26, 2013. (A)
the embryonic pole with a CRL (crown rump length) measuring 0.26 c
flat, elongated gestational sac was seen in the cervical canal and the
blood flow signals present (C) around and (D) near the gestational
waveforms.trophoblastic flow was well demonstrated by pelvic color
Doppler ultrasonography (Fig. 2). This finding confirmed
that the gestational sac located in the cervical canal was
actually implanted in the cervical canal, rather than a
migratory expelled gestational sac which had undergone an
inevitable abortion. A blood sample showed a beta-hCG
level of 29,660 mIU/mL, a white blood cell count of 7500/
mL, hemoglobin 11.4 g/dL, and a platelet count of 260,000/
mL.
The patient received counseling and the options for
managing a cervical pregnancy were explained, including
the risk related to intraoperative bleeding, which can be
unpredictably catastrophic or life-threatening. The patient
was admitted to hospital on August 27, 2013 and was
advised of the well-prepared precautions prior to surgery.The double-ring gestational sac was seen in the cervix, in which
mwas evident, while the fetal heart beat was equivocal. (B) The
yolk sac was clearly seen. Color Doppler ultrasound revealed the
sac. There was peri-trophoblastic flow with demonstrable flow
Fig. 3 Transvaginal sonography performed on September 2, 2013. (A) An anteverted normal-sized corpus was shown in which the
endometrial cavity was well demonstrated and, (B) with extension to the cervical canal, was normal morphologically.
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and this was performed the next day. The procedure went
smoothly under intravenous general anesthesia. There was
no massive bleeding and the postoperative course was un-
eventful. The beta-hCG level after curettage on August 28,
2013 was 9266 mIU/mL. The patient was discharged on
August 29, 2013 in a stable condition. There were no
abnormal findings in the subsequent follow-up visits to our
outpatient department on September 2, 2013 (Fig. 3) and
September 11, 2013. A urine pregnancy test was weakly
positive on the last visit.
Discussion
Although cervical ectopic pregnancy is very rare, there are
some associated risk factors, such as previous endometrium
curettage, in vitro fertilizationeembryo transfer, intra-
uterine adhesion, and previous uterine surgery, e.g., ce-
sarean section [2,4]. However, none of these risk factors
was present in this patient. She had the characteristic
symptom of vaginal bleeding, but without lower abdominal
pain. Thus the ultrasound imaging study played an impor-
tant role in the precise diagnosis.
According to Ushakov et al [2], who reviewed 117 cases
of cervical pregnancy, sonography improved pretreatment
diagnosis up to 81.8%. The following findings of transvaginal
ultrasound indicate a cervical pregnancy: a gestational sac
or placental tissue visualized within the cervix or a cardiac
motion noted below the level of the internal os with a
closed internal os. There will be no intrauterine pregnancy
and the uterine shape becomes “hourglass” with an
enlarged cervix. It is important to differentiate a cervical
pregnancy from an inevitable abortion [3]. If the gesta-
tional sac can be moved by the vaginal probe, or the in-
ternal os is dilated, an incomplete abortion is more likely
[4]. The symptom of lower abdominal pain also suggests a
threatened abortion. If there is peri-trophoblastic blood
flow under color Doppler ultrasound, a cervical ectopic
pregnancy must be considered [2,5]. It is easy to misdiag-
nose a cervical pregnancy in the early stages of pregnancy,
especially when the gestational sac is small and flattened in
the cervical canal. For women in early pregnancy, but in
whom an intrauterine pregnancy has not yet been found,
the diagnosis of a cervical ectopic pregnancy, although
rare, must be considered.
The treatment options for a cervical pregnancy depend
on the hemodynamic condition and the fertility desires ofthe patient [4,5]. For a hemodynamically stable patient
who would like to conceive, conservative treatment, for
example, a systemic or local methotrexate injection [6,7],
local KCl injection, or suction curettage can be used. When
uncontrolled hemorrhage occurs, cervical cerclage, balloon
tamponade, angiographic embolization, uterine artery
ligation, or even hysterectomy should be performed [3].
Vela et al [8] reported 12 cases of patients with cervical
pregnancy and none of the 12 patients with the correct
initial diagnosis required a hysterectomy. Therefore the
earlier the correct diagnosis is made, the less complications
are likely. This emphasizes the importance of the early
diagnosis of a cervical pregnancy.
This patient was diagnosed at a gestational age of
6 weeks. The gestational sac was still small and the peri-
trophoblastic vessels were not yet engorged. We performed
suction curettage gently without massive hemorrhage. If
we pay more attention, cervical pregnancy can be diag-
nosed at an earlier gestational age under high-resolution
ultrasound examination. Early intervention may avoid the
more devastating complications, such as artery emboliza-
tion or even hysterectomy [8].
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